Postoperative enterocutaneous fistula can occur after any gastrointestinal surgery. It is however uncommon following gynaecologic procedures. Although adjacent organ fistulae such as the rectovaginal and vesico-vaginal fistulae could be seen after hysterectomy, enterocutaneous fistulae are rarely encountered. We report a case of enterocutaneous fistula on twenty second post-operative day following total abdominal hysterectomy with bilateral salphingooopherectomy with partial omentectomy. The patient was managed conservatively which resulted in spontaneous closure of the fistula.
INTRODUCTION
A fistula is defined as an abnormal connection between two epithelialised surfaces. An enterocutaneous fistula (ECF) is defined as an abnormal connection between the gastrointestinal (GI) tract and skin 1 . ECF is a potentially catastrophic postoperative complication.
The most distressing situation to patients, their relatives and surgeons is development of enterocutaneous fistula and faecal fistula postoperatively 2 . Postoperative enterocutaneous fistula is more common than spontaneous variety. Spontaneously, it occurs in association with diverticulitis, inflammatory bowel disease, intraabdominal malignancy and appendicitis 3 .
The postoperative causes of fistula include anastomosis leakage, inadvertent enterotomy, local sepsis, distal obstruction, presence of foreign body like mesh, dehiscence and complex wound problem 4 . Reported mortality rate in ECF ranges between zero and 33 percent 4 .
In gynaecological surgery, although adjacent organ fistulae such as rectovaginal and vesico-vaginal fistulae could be seen after hysterectomy, enterocutaneous fistulae are rarely encountered 3 .
CASE REPORT
A Amount of discharge from the fistula was 100 ml on second day of admission which gradually reduced to 10 ml on fifth day and hence she was discharged after six days with colostomy bag in situ. Alternate day dressing was done during the follow up period. Colostomy bag was removed on day fourteen when the discharge was eventually nil Wound healed completely after one month of diagnosis.
DISCUSSION
The commonest etiological factor for formation of enterocutaneous fistula is abdominal surgery 6 . However, it is a rare complication after gynaecologic procedures. Based on the volume of the output in 24 hours, ECF is classified as low output (<200 ml), moderate output (200 to 500 ml) and high output (>500 ml) 6 . High output fistulae (greater than 500 ml per day) are more likely to originate from the small bowel. Low output fistulas (less than 200 ml per day) are more likely to be colonic in origin and are known to have a better prognosis 10 . The present case being a low output fistula indicates good prognosis.
The diagnosis of an ECF is usually made by visualizing the drainage of succus from the operative incision or from a drain site 1 . This usually occurs between postoperative days five and ten 7 . Alternatively, the fistula may arise with an overt wound infection. In that case, upon opening the surgical wound, enteric contents are found 1 Drugs like somatostatin and octreotide have also been used. Somatostatin is a tetradecapeptide found throughout the body, which inhibits multiple gastrointestinal (GI) hormones, and in turn decreases GI secretions that ultimately decreases fistula output.
Octreotide is a synthetic analogue of somatostatin that has a longer half-life and thus offers more convenient
